"Not everything that can be counted counts, and not everything that counts can be counted." Albert Einstein Palliative medicine addresses the relief of suffering on the levels of mind, body and spirit. To fully grasp the nature of this suffering and to work toward its relief, the illness experience for the patient must be elicited and understood for goals of care and treatment to be most effective. (1) Narrative medicine allows the patient's story to teach us about the nature of suffering and our role in assisting in its relief. (2) To fully understand the suffering of another, the wholeness in the clinician must be engaged. Too often, medicine, and in particular, palliative medicine, is taught in a highly clinical, fact oriented and detached manner. (3) The emotional connection between the clinician and the patient is frequently dismissed in our educational efforts, and learners do not appreciate the art of giving comfort, facilitating the dying process, being silent and present when needed, and engaging in effective communication about patient and family goals and decision-making. The strong emotions associated with grief and loss, death, isolation and loneliness lie within the fabric of medicine and are heard through illness narratives. Can our educational methods help learners effectively address the wholeness in our patients, their families, and in ourselves? Can we touch the raw emotion that comes with mortality or with pain, be it spiritual, emotional or physical pain? Or must our educational processes stay "clinical" and therefore detached from life? We value what can be counted, but the essence of our most compassionate and effective work with patients is often beyond what can be quantified, cured or fixed.
Teaching what is needed requires that we include stories about what people experience as they become ill and what will help them heal. The use of narrative through Marchand: Incorporating the Arts and Humanities in Palliative Medicine Education prose, video, stories with music, collage and poetry brings learners into the experience of being ill and dying, as well as in greater touch with their own feelings of anxiety, fear, and awe. In doing so, narrative draws learners closer to the deep well of relationshipcentered care. This kind of care honors the wisdom and connection of patients and clinicians that lie deeper than intellect and facts. Without this felt experience, we are robots dispensing mechanical interventions for wounds touching the soul. The disconnection is profound, and our patients are left in isolation and pain. Medical practitioners can feel frustrated as they miss the profound opportunity of the practitioner/patient relationship, which ultimately leads them to their best work and service The tools of medicine cannot be confused for the medicine itself. This paper describes over ten years experience I have had with incorporating the arts and humanities into palliative medicine education with resident physicians, medical students and clinicians.
In the first week of residency, the palliative medicine curriculum begins with death pronouncements. Many resident physicians experience their first death pronouncement at this time. Many will dread this moment, and this discomfort may continue throughout residency if not addressed. Residents tend to denigrate this aspect of caring, because they see no therapeutic value in it. The person is dead, and there is "nothing to do" other than the distasteful, often inconvenient, legal duty. Yet, the death pronouncement is an important ritual in medicine that reminds us that all our patients will eventually die and we will die. How do we continue caring for patients knowing this inevitability? How can we help the family and friends of the deceased at this point?
Learning how to comfort family in the face of death is a very important lesson. How do we comfort with our presence? How can we be fully present to the final significance of this moment? What can we learn about life and medicine, knowing that the life cycle must include death, just as it includes birth? Stories help us learn what is important about our work. The specific methods and protocols we use in teaching about death pronouncement are described in previous articles. (4-6) There are many written accounts of the emotions and experiences surrounding death pronouncements from learners and families. (7) (8) (9) Excerpts from a number of these pieces are read during the introduction to the workshop and discussed.
The most powerful teaching tools, however, are the stories from senior residents, passing on their wisdom to junior residents. The transfer of knowledge, experience and emotion help these junior residents feel the power of this profound ritual. Stories encourage us to confront our fears within a community of colleagues supporting us and witnessing the deep commitment we collectively hold to comfort and care for others during difficult times.
In teaching clinical aspects of palliative medicine, I incorporate the developmental schema created by qualitative researcher and clinician, Bernice Harper, a social worker, who studied how health professionals emotionally cope with dying patients in their professional development. Intellectualization, which characterizes how medicine is predominantly taught and practiced, and which reflects the developmental phase of most clinicians, is the stage where mental processes such as analysis predominate. The focus is on the disease, and its diagnosis and treatment, rather than on the person. Emotion is seen as irrelevant and distracting. The dying patient is avoided, or the dying process is denied. Relationshipcentered care is hampered, and the patient can feel isolated and abandoned emotionally and often spiritually.
Emotional survival describes the stage when the clinician is first significantly touched by strong emotions when a patient is dying, and he/she must deal with his/her own anxieties about death and dying. Working with dying patients is traumatic, and working through this trauma is essential. In this stage, detached caring transforms to connection and relationship with the patient. The learner may feel overwhelmed by the patient situation, and this discomfort reflects the need to survive very difficult emotions.
This can be a difficult stage for the clinician and is often accompanied by frustration and guilt that the patient is dying. Effective mentoring is crucial at this stage. The learner will either be supported through this stage or will be encouraged to return to intellectualization by a mentor who has not progressed beyond this stage or from the learner's own fear and discomfort. Unless a mentor or teacher has worked through these developmental stages, he/she may be unable to effectively support a learner through this process. Emotional support can also come from fellow learners at rounds or more informally from family and friends. Palliative medicine needs the arts to bring the emotion, connection, wholeness, and relationship back into medicine. The use of narrative, via poetry, stories, and other reflections can connect the practitioner with the patient. Mind/body/spirit medicine cannot be an abstraction nor separate from our real experiences caring for patients. As teachers and clinicians, our creativity awaits to be of service to our hands, hearts and minds. Intellectualization is a lonely place for the patient and clinician. The art is needed to balance the science. The heart is needed to balance the mind.
